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Resrarcu DEVELOPS THE NEW 


Much of the research conducted at the Lilly 
laboratories is in little-explored fields; 
it is hoped that this will lead to entirely new 
pharmaceutical products. 
An idea originated on the blackboard, in a 

= notebook, or possibly from a chance observation 
must be developed by the chemist and his allies 
before the pharmacologist and research clinician 
are called upon for their evaluation. 
It is through the magnitude of this unhampered 
research that finer and better products 
will be made available to the medical 


profession—tomorrow. 
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DUALITY 
THICS 


For the 
Ulcer Pa lent I-CAL 


Powder and Tablets 


Peptic ulcer patients need maximum acid 
\ neutralization and prefer minimum bulk 
medication. Al-Si-Cal Powder and Tablet 


RR meet these requirements. Each teaspoon- 
ful powder neutralizes 949cc. N/10 acid 
in the stomach. Each Al-Si-Cal Tablet neu- 
tralizes 237 cc, N/10 acid in the stomach. 

If This plus general sedative in phenobar- 
Yff bital, local sedative in benzocaine and 
antispasmodic in Belladonna. Al-Si-Cal is 
the product of choice in peptic ulcer 

‘therapy. 


= Each 60 gr. equivalent to one T. ful contains: 

Phenobarbital. /4 or. 
ning: May be habit forming.) 

Extract Bellad 
24 gr. 
10 gr. 
+ Dried Aluminum Hydroxide Gel —--_-__ — 10 gr. 


Supplied in four ounce containers. Each Al-Si-Cal Tablet 
contains 1/4 teaspoonful Al-Si-Cal powder. 
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7 several convenient routes 
of administration 


PROGYNON 


(Estradiol U.S.P XIII) 


rapidly effective 
and well tolerated 


Whether injected intramuscularly or imp'anted 


subcutaneously, whether swallowed as a tablet 
or absorbed through the buccal mucosa from 
PoLyHyDROL,{ PRoGYNON* preparations of 
estradiol relieve symptoms of estrogen defi- 
ciency rapidly and effectively. These conve- 
nient forms of PRoGYNON may be administered 
with confidence that they will be well tolerated 
and will not induce side effects. 


PROGYNON-B* (Estradiol Benzoate U.S.P XIII in 
oil) for intramuscular injection. 


PROGYNON-DP* (Estradiol Dipropionate in oil) 
for intramuscular injection. 
MICROPELLETS PROGYNONt (crystalline 


Estradiol U.S.P XIII in aqueous suspension) 
for intramuscular injection. 


PROGYNON PELLETS (crystalline Estradiol 
U.S.P XIII) for subcutaneous implantation. 
PROGYNON-DH* OINTMENT crystalline Estra- 
diol U.S.P. XIII) for inunction. 
PROGYNON-DH* TABLETS (cryctalline Estra- 
diol U.S.P XIII) for oral administration. 
PROGYNON BUCCAL TABLETS (crystalline 


Estradiol U.S.P XIII in Potynyprot) for 
exceptionally effective buccal absorption. 


*® 


ProcyNon and Potynyvrot trade-marks of Schering Corporation 


CORPORATION + BLOOMFIELD, NEW JERSEY 
IN CANADA, SCHERING CORPORATION LTD., MONTREAL 
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The volume of parenteral liver extract represented in syringe ‘a’ is one-twentieth of that contained 
in syringe ‘‘f."’ The antianemia potency of the volume illustrated in each syringe is the same. 
Regardless of the concentration selected, there is available a Lilly preparation that will com- 

pletely maintain the pernicious anemia patient. e The antianemia potency of ‘Reticulogen’ 
(Parenteral Liver Extract with Vitamin B,, Lilly) is such that, in uncomplicated cases of 
pernicious anemia, no more than one-twentieth cubic centimeter is required per day 
to maintain satisfactory red-blood-cell and hemoglobin levels and to prevent 
the advancement or development of neurological complications. 
This certain response to every lot of ‘Reticulogen’ has been 
determined by standardization on known 


cases of pernicious anemia. 


equal in antianemia potency 


Specify ‘Reticulogen,’ the most potent in- 
jectable liver extract available, the next 
time you order through your usual source 
of supplies. 

Complete literature on ‘Reticu- 


logen’ is available from 
your Lilly medical serv- 
ice representative or 
will be forwarded 
upon request. 
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COMPLETE NEW MEXICO MEDICAL SOCIETY 
MEETING PROGRAM ANNOUNCED 


The complete program for the annual meeting of the 
New Mexico Medical Society, May 5-7, in Roswell has 
been announced by Dr. Van A. Odle, president of the 
Chaves County Medical Society, sponsor of the conven- 
tion. 

Papers will be delivered by seven outstanding medi- 
cal speakers from all sections of the nation; and promi- 
nent physicians from New Mexico and the Southwest 
will lead the discussions during the three-day session. 

There will be a complete program for the entertain- 
ment of visiting doctors’ wives. 

The guest speakers will be: 

J. Mackenzie Brown, M. D., Professor of Ouoleryngel- 
egy, University of Southern California Medical School, 
Los Angeles, California. 

M. Edward Davis, M. D. Joseph B. DeLee Professor 
of Obstetrics and Gynecology, Chicago, Illinois. 

T. Leon Howard, M. D., Associate Professor Urology, 
University of Colorado, Denver, Colorado. 


E. Starr Judd, Jr.. M. D. Head of Section in Division 
in Surgery, Mayo Clinic, Rochester, Minnesota. 

F. T. Keating, Jr., M. D., Division of Medicine, Mayo 
Clinic, Rochester, Minnesota. 

Earl D. McBride, M. D., Associate Professor Ortho- 
pedic Surgery, University of Oklahoma School of Medi- 
cine. 

Armand J. Quick, M. D., Department of Biochemistry, 
Marquette University School of Medicine, Milwaukee, 
Wisconsin. 


THE PROGRAM 
THURSDAY, MAY 5th 


9:00 A.M.—Meeting House of Delegates. 
Opening Address: P. L. Travers, M. D., 
President New Mexico State Medical 
Society. 
Weluaniar Address: Van A. Odle, M. D., 
— Chaves County Medical So- 
ciety. 


Order of Business: 
P. L. Travers, M. D., presiding 
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2:00-2:45 P.M.—Subject: Deafness. 
Speaker: J. Mackenzie Brown, M. D. 
2:45-3:00 P.M.—Discussion: Maurice Spearman, M. D., El 
Paso, Texas. 
3:00-3:45 P.M.—Subject: Disability Evaluation. 
Speaker: Earl D. McBride, M. D. 
3:45-4:00 P.M.—Discussion: Dr. Edward Parnall, Albu- 
querque, N. M. 
4:45-4:45 P.M.—Subject: Venous Thrombosis. 
Speaker: Armand J. Quick. 
4:45-5:00 P.M.—Discussion: Angus McKinnon, M. D.. Al- 
buquerque, N. M. 


~ 
FRIDAY, MAY 6th 


J. W. Hannett, M. D., presiding 
9:00-9:45 A.M.—Subject: The Broadening Scope of Gas- 
tric Resection. 
Speaker: E. Starr Judd, Jr., M. D. 
9:45-10:00 A.M.—Discussion: John F. Conway, M. D., 
Clovis, N. M. 
10 :00-10:45 A.M.—Subject : 
Speaker: T. Leon Howard, M. D, 
10 :45-11:00 A.M. A Multhauf, M. D., El 
Paso, Texas. 
11 :00- 11:45 A.M.—Subject: The Clinic al Diagnosis of Hyper- 
thyroidism. 
Ss peaker: F. R. Keating, Jr., M. D. 
11 :45-12 :00 Seen Ross W. Rissler, ™M. D., El 
Paso, Texas. 
LUNCHEON—C. H. Gellenthein, M. D., presiding. 
Medical: Drs. Keating and Quick. 
Surgical: Drs. Davis, Howard, Judd, Mc- 
Bride. 
ENT: Dr. Brown. 
Leland Evans, M. D., presiding. 
2:00-2:45 P.M.—Subject: Emergency Surgical Procedures 
on Intestinal Lesions. 
Speaker: E. Starr Judd, Jr., M. D. 
2 :45-3 00 P. M.—Discussion: Robert C. Derbyshire, M. D., 
Artesia, N. M. 
3:00-3:45 P.M.—Subject: Pain in the Arm me Shoulder. 
Speaker: Earl D. McBride, M. D. 
3:45-4:00 P.M.—Discussion: OPEN. 
4:00 4:45 P.M.—Subject: Management of the Placental 
Stage of Labor and the Prevention of 
Hemorrhage. 
Speaker: M. Edward Davis, M. 
4:45-5:00 P.M.—Discussion: Lee Miles, M. 
que, N. M. 
8:00 P.M.—Banquet, Doctors and Their Ladies. 
SATUURDAY, MAY ‘7th 
A. D. Shuler, M. D., presiding 
:45 A.M.—Subject: Hematuris. 


9:00-9 
" Speaker: T. Leon Howard, M. D 


9 :45-10:00 A.M.—Discussion: OPEN. 
10 :00-10:45 A.M.—Subject: Rationale of Endocrine Therapy 
in Obstetrics and Gynecology. 
Speaker: M. Edward Davis, M. D. 
10 :45-11:00 A.M.—Discussion: OPEN. 
11 :00-11:45 A.M.—Subject: Radioactive Iodine in the Treat- 
ment of Thyroid Disease. 
Speaker: F. R. Keating, Jr., M. D. 
11 :45-12 :00 Noon—Discussion: OPEN. 


SECTION ON OPHTHALMOLOGY 
AND OTOLARYNGOLOGY 
Thursday, May 5th 
2:00-2:45 P.M.—Subject: Deafness. 
Speaker: J. Mackenzie Brown, M. D., Los 
Angeles, Calif. 
2:45-3:00 P.M.—Discussion: Maurice Spearman, M. D., El 
Paso, Texas. 
Place: General Assembly. 
3:00-4:00 P.M.—Diagnosis of Chronic Simple Glaucoma, a 
Symposium Conducted by: Drs. Schus- 
ter, Murphy and Peck. 
Followed by Open Discussion. 
4:00-5:00 P.M.—Conservative Treatment versus Surgical 
Treatment in Acute Congrestive and 
Chronic Simple Glaucoma, a Sympo- 
sium Conducted by: Drs. Schuster, 
Murphy and Peck. 
Followed by Open Discussion. 


FRIDAY, MAY 6th 


9:00-10:00 A.M.—Acute Sinusitis with Especial Reference 
to the Frontal: J. Mackenzie Brown, 


M. D. 
Discussion: OPEN. 

10 :00-11:00 A.M,—Surgical Management of Acute Congestive 
and Chronic Simple Glaucome: Sym- 
posium Conducted by Drs. Schuster, 
Murphy and Peck. 
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Followed by Open Discussion. 
11 :00-12 :00 Noon—Diagnosis of Otosclerosis and Recent Ad- 
vances in Fenestration, 
Speaker: J. E. Witcher, M. D. 
Discussion: OPEN. 
:00-2:00 P.M.—Luncheon and Round Table Discussion. 
2:00-3:00 P.M.—Chronie Sinusitis and Best Methods of 
Treatment Therein. 
Speaker: J. Mackenzie Brown, M. D. 
Discussion: OPEN. 
3:00-4:00 P.M.—Diagnostic Problems of Strabismus. 
Speaker: Weldon O. Murphy, M. D. 
Discussion: Stephen A. Schuster, M. D., 
followed by Open Discussion. 


— 


SATURDAY, MAY 
9 00-10 :00 A.M.—The Tonsil and Adenoid Problem: J. Mac- 
kenzie Brown, M. D. 
Discussion: OPEN. 
10 :00-11:00 A.M.—Diagnostic Problems of Strabismus: Wel- 
don O. Murphy, M. D. 
Discussion: Howard Peck, M. D., Albu- 
querque, N. M., followed by Open 
Discussion. 
9 :30-11:00 A.M Surgical Management of Strabismus: Ste- 
phen A, Schuster, M.D. 
Discussion? Weldon O. Murphy, M. D., 
Amarillo, Texas, followed by Open 
Discussion. 


Mottled Enamel vs. Dental Caries 
By W. E. Bapcer, M. D., Hogss, New Mexico 


During recent years much has been published on the 
subject of fluorine in drinking water and its relation to 
dental caries. This is a subject which should be of great 
interest to physicians in the Southwest, since many areas 
in this section contain admitted toxic amounts of fluorine 
in the drinking water. 

The U. S. Public Health Department is at present 
carrying out an experiment in Newburgh, N. Y.; Grand 
Rapids, Mich., and Evansville, Ill. The experiment con- 
sists of adding sodium fluoride to the drinking water in 
the amount of 1 p.p.m. over a 10-year period. It is ex- 
pected there will be a decrease in dental caries in the 
children who drink this water. 

Apparently the public health service does not expect 
the occurrence of dental fluorosis in these same children 
who will be ingesting water containing 1 p.p.m. sodium 
fluoride during the period of calcification of their perma- 
nent teeth. Investigators who have done careful work on 
the occurrence of mottled enamel cannot agree with this 
view. In the opinion of one of them! the level of the 
fluorine in drinking water should not be above .01 p.p.m. 
and in water containing 0.9 p.p.m. 36 per cent show 
mottling in mild to moderate degree. Certainly if any 
such result is obtained in the cities mentioned, then one 
can imagine the feeling of parents who will find their 
children with permanently marked and unsightly teeth. 

It would seem that more heed should have been paid 
to the work of investigators in the Southwest where 
mottled enamel is endemic, and who have consistently 
advised against using water with more than 0.7 p.p.m. 
of fluorine. It must seem to many who read the reports 
that the lowered incidence of caries in the fluoride areas 
is so slight that it does not warrant the risk of ingestion 
of a potentially toxic chemical. Indeed there is some evi- 
dence that the teeth of adults in these areas are abnor- 
mally diseased.? 

1. Work to be published in an early issue of the Ameri- 
can Journal of Pediatrics: Author, D.C. Badger, M.D. 
. Smith, M. C., and Smith, H. V.: Observations on 


Durability of Mottled Teeth, American Journal of 
Public Health. 30:1050 (Sept.) 1940. 
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THE NEW PROVIDENCE HOSPITAL IN EL PASO 


This is the architect’s drawing of the new Providence Memorial Hospital. It is expected to cost at least 
$2,500,000 and will provide El Paso with 300 additional beds. A total of $1,400,000 has already either been 
raised or pledged. Currently a drive to raise the remaining $1,100,000 is under way. 


Ground recently was broken for the new $2,500,000 
Providence Hospital, scheduled to add 300 beds to help 
alleviate the short supply which has plagued EI Paso. 
This city, a rapidly growing commercial center, actually 
has lost or is scheduled to lose 100 beds through the 
demolition of two of its older hospitals. 

The new hospital will be built at Blacker and Oregon 
Streets, adjacent to the Texas College of Mines campus. 
It is hoped that some day it may become a teaching hos- 
pital and eventually lead to the founding of the South- 
west's first medical school at the College of Mines. 

The main surgical suite of the new Providence will 
contain four major operating rooms; and a two-way, 
patient-nurse intercommunication system will be installed 
at the patients’ bedside. 

Other facilities will include an obstetrical floor with 
nurseries; an isolation wing for contagious diseases; a 
special pediatric wing; the Masonic Memorial Wing; the 
crippled children’s ward; a laboratory and research de- 
partment; and many other units essential to the opera- 
tion of the most modern hospitals. 

In future years the hospital area may be expanded 
into a multi-million dollar medical center, a move that 
will make it possible for E] Paso more efficiently to serve 
a territory with a population of over 300,000. However, 
present efforts, a drive to raise an additional $1,100,000, 
are concentrated on the new hospital, the immediate 
urgent need. 


Every attention within the new building will be given 
to the comfort and recovery of the patients. From the 
moment he enters the modern and handsome lobby until 
discharged, his surroundings will instill confidence. 

A barber shop and a flower shop will be part of the 
main floor of the hospital, as well as a modern chapel, 


which has been designed to suit the religious tastes of all, 
whether Catholic, Protestant or Jew. 

The new Providence Hospital's additional supply of 
beds will help ease El Paso’s shortage of health facilities; 
but many such building programs must be completed be- 
fore the West Texas metropolis can match the recom- 
mendation of the American Hospital Association .of five 
beds for each 1,000 of population. Currently El Paso has 
2.06 beds for each 1,000. 

Looking to the future, however, the Providence Board 
of Directors has charted the expansion of years and even 
decades. These plans include a children’s hospital, a 
chronic disease hospital, an out-patient clinic, a medical 
school and hospital allied with the College of Mines, and 
resident facilities to house young doctors and internes 
who serve the hospital during their training period. 

Most important and first will come a top rank nurses’ 
school, operated in conjunction with Texas College of 
Mines. This would be a great asset not only to Provi- 
dence but to the entire Southwest; for schools of this type 
have never yet come close to catching up with the strin- 
gent shortage of nurses which began even before the war. 

Providence Memorial Hospital is incorporated as a 
non-profit, non-sectarian, educational hospital and is man- 
aged by leading business men who serve on its Board 
of Directors without pay. Because it will also serve in 
the training of young physicians and medical students, 
the hospital was granted $500,000 by the Federal gov- 
ernment. In addition $900,000 was raised or pledged in 
an earlier drive, leaving $1,100,000 as the objective in 
the current campaign to bring the total to the required 
$2,500,000. 

Physicians who will serve as members of the staff, 
will donate their services; and neither board members nor 
physicians will receive special privileges of hospital 
service. 
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THE USE OF ANTIBIOTICS IN SURGERY* 


By JonaTHAN E. Ruoaps, M. D. 


Associate Professor, School of Medicine, University of Pennsylvania: Surgeon, Hospital of the 
University of Pennsylvania; Senior Surgeon, Children’s Hospital of Philadelphia; Assistant 
Director, Harrison Department of Surgica) Research, University of Pennsylvania 


Of the various factors in surgical care that have re- 
duced mortality in the past 10 or 12 years, the sulfona- 
mides and the antibiotics probably deserve first place. 
The number of antibiotics developed during this period 
is in excess of 500. Yet, of all of these agents, only a very 
few have the combination of effectiveness against infec- 
tious agents and low toxicity against hu- 
man tissues that makes them valuable in 
systemic therapy. 

It was an extraordinarily fortunate 
circumstance that penicillin was among the 
first of these agents to be discovered, for 
few, if any, of the therapeutic agents so 
far discovered have such a low toxicity. 

Fleming, who discovered penicillin in 
1927, was slow to recognize its potentiali- 
ties in human disease. Much of t*e credit 
for this must be given to Flcrey and 
Chain, who began publishing their findings 
in 1940, and to the long list of men who 
followed them in developing this field. Peni- 
cillin remains by far the most valuable of the antibiotics, 
but we should now consider also streptomycin, dihydro- 
streptomycin, aureomycin, and chloromycetin. I will 
speak later, but not favorably, of bacitracin and 
polymyxin. 

Penicillin was introduced at a dosage level of 80,000 
to 100,000 units per 24 hours, and most of the good re- 
sults claimed for it were first obtained at this level. The 
current practice of using 500,000 to 1,000,000 or more 
units daily has resulted in a prompter and more certain 
response of the patient, but, I believe, in a somewhat 
higher incidence of skin reactions. 

The mode of action of penicillin is not well under- 
stood. It is sometimes effective in controlling in vivo 
caused by organisms that it is not very effective against 
in vitro. Two examples of this are cutaneous anthrax 
and mixed peritonitis. 

Murphy, La Boccetta, and Lockwood had occasion 
to treat three cases of cutaneous anthrax in 1944. In spite 
of the fact that the organism was relatively insensitive, 
all three patients rapidly improved and recovered. (1) 

The great limitation of penicillin is, of coursé, its 
failure to act against the Gram negative bacilli. When it 
first became available, therefore, it did not seem likely 
to be of much value against peritonitis resulting from 
perforation or necrosis of hollow viscera, such as the 
appendix. Fauley and his collaborators(2) were the 
first to present animal experiments that indicated that 
the mortality rate of appendiceal peritonitis could be 
lowered substantially by giving penicillin. This has been 
confirmed by Zintel and his associates (3,4) in our labo- 
ratory and elsewhere. It is substantiated by the clinical 


*From the Harrison Department of Surgical Re- 
search Schools of Medicine, University of Pennsylvania 
and the Surgical Clinic of the Hospital of the University 
of Pennsylvania, Philadelphia. 

*This paper was presented before the International 
Post-Graduate Medical Assembly, San Antonio, Texas, 
January 25-27, 1949. ‘ 


J. E. Rhoads, M.D. 


report of Crile Jr.(5) and by the recent report of Robert 
Brown and his associates in the Annals of Surgery. (6) 

Much effort in the surgical research laboratories at 
the University of Pennsylvania has been directed at dis- 
covering what the most effective agent or combination 
of agents might be in the treatment of the mixed forms 
of peritonitis. Sulfanilamide, penicililn, and 
streptomycin were used singly and in com- 
bination. In spite of its polyvalency, strep- 
tomycin alone was inferior to penicillin. 
Whether the combination of the two is 
better than penicillin alone was not clear 
from the animal experiments, but there are 
certain reasons for believing that the com- 
bination may be superior. 

One reason is the finding in the labora- 
tories of Merck and Company that many 
strains of organisms that become resistant 
to one of these two antibiotics remain sen- 
sitive to the other. 

Another reason is the result in vitro 
studies by Miss Anne Nichols.(7) As Figure 1 indicates, 
these two antibiotics show definite synergism for some 
organisms. When one is attempting to destroy all organ- 
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Figure 1.—Graph showing synergistic action of 
penicillin and streptomycin for Staphylococcus 
aureus (Oxford H). M.L.C.—Minimum lethal con- 
centration (A. Nichols’). 


isms in a mixed culture in which some bacteria are quite 
resistant to the action of penicillin and some are quite re- 
sistant to the action of streptomycin, the advantages of 
combining them are much greater, as shown in Figure 2. 
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Figure 2.—Graph showing effect of combining 
penicillin and streptomycin on a mixed culture in 
terms of the minimum lethal concentration of each 
antibiotic when used alone. (Courtesy of Miss Anne 
Nichols). 


Our current practice in the treatment of peritonitis or 
threatened peritonitis is to give 1,00,000 units of penicil- 
lin and one to two grams of streptomycin daily and then 
to support the patient vigorously so that the antibiotics 
will have time to act. 

Since space does not permit a systemic review of our 
experiences with penicillin, I would like to summarize 
it briefly. 


It is the most effective agent we have yet had in the 
treatment of boils and carbuncles. It may be injected 
locally in combination with procaine. Some surgeons do 
no more. It is our preference to do a limited excision to 
get rid of the necrotic tissues and to give penicillin sys- 
temically as well as locally. If patients are ambulatory, 
we often depend on oral penicillin in doses of 100,000 
units every two or three hours. Axillary furunculosis, 
which used to inactivate some of our interns and nurses 
for five and six weeks at a time, is now, as a rule, quickly 
controlled with penicillin. 

The results with penicillin in the treatment of chronic 
hematogenous osteomyelitis have depended largely on 
the adequacy of the surgical removal of the diseased 
tissue. In a series of 22 cases studied by investigators at 
the University of Pennsylvania(8) in which an ade- 
quate operative procedure was done, 90 per cent healed 
and 82 per cent were adjudged to have good results. 
When no operation was done, only one of eight patients 
had a good result. In chronic traumatic osteomyelitis, 67 
per cent of the patients obtained good results when the 
operation was considered adequate. Poorer results fol- 
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lowed when the.surgical procedure was less satisfactory 
or when no operation was done. 

In digitil osteomyelitis, recovery is now frequent. In 
a group of 11 such cases studied from the University of 
Pennsylvania, eight healed, and three were amputated. 
In retrospect, two of these cases probably had an in- 
adequate trial of penicillin, as systemic treatment was 
only carried on for four and five days respectively. 


A dramatic cure of a post-tonsillectomy lung abscess 
is shown in Figures 3 and 4. A surgeon was asked to 


Figures 3a and 3b.—T.S.—Anteroposterior and 
lateral roentgenograms of the chest showing lung ab- 
scess before treatment. 
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Figure 4.—T.S.—Same chest seven days later 
after treatment with penicillin. 


see the boy about drainage of the abscess, but it was 
never necessary. 

-The drug has been of great prophylactic value in lung 
resection for abscess and bronchiectasis. The experience 
of White and his collaborators in this field is shown in 
Figure 5. (9) 
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Figure 5.—Chart of mean high and low tempera- 
tures for two series of patients undergoing lung re- 
sections for suppurative lesions, showing the effect of 
the prophylactic use of penicillin. White, W. L. and 
associates.? 


In soft tissue abscesses in osteomyelitis, Altemeier has 
used aspiration and local instillation of the drug success- 
fully. White and Flippen(1°) did the same thing in 
empyema thoracis and were successful in averting drain- 
age in about one half of their cases. Aspirations were 
done daily, and as much pus as possible sucked out. A 
smaller quantity of saline solution containing 25,000 units 
of penicillin was then instilled through the same needle 

We have also cleared up breast abscesses in this way. 
Usually penicillin is given systemically as well. Undoubt- 
edly penicillin is, at times, sufficiently effective so that 
the old dictum which states that “where there is pus, 
drain it” can be disregarded or honored only by aspira- 
tion. Nevertheless, our own feeling is that, in most of 
these cases, surgical drainage is still preferable, supple- 
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mented, of course, by antibiotic therapy. There is, of 
course, the objection that open drainage may permit the 
entrance of penicillin resistant organisms from the out- 
side. However, if aspiration alone is tried, we feel it 
should be supplemented early by open drainage, unless 
the cavity Closes very rapidly. 

Mortality from carbuncles of the lip has almost dis- 
appeared. 

Mortality from staphylococcus aureus septicemia, 
which was formerly estimated at 90 per cent, has dropped 
to below 15 per cent. Infections in the angle areas of the 
face with sinus thrombosis used to be almost always fatal. 
We have seen them get well with penicillin. Heparin 
was used as an adjuvant, but whether this is necessary 
is not established. 

Mediastinitis is now frequently controlled. The prog- 
nosis in pericarditis is greatly improved. Many cases of 
meningitis due to meningococcus, streptococcus, staphy- 
lococcus, and pneumococcus recover. 

Not only has penicillin had a profound effect on 
most of the infections which surgeons are called upon to 
treat, but it has also reduced morbidity and mortality 
from many of the common post-operative complications. 
At the Hospital of the University of Pennsylvania, the 
mortality of postoperative broncho-pneumonia dropped 
from 69 per cent to nine per cent following the use of 
sulfonamides,(11) and we feel that penicillin is still 
more effective. Urinary tract infections due to susceptible 
organisms are readily controlled, though they may recur 
after cessation of treatment if there are anatomical 
changes in the urinary tract. 

Parotitis has not been as satisfactorily controlled as 
we had hoped, though localization of the infection seems 
better with penicillin therapy. 

As experience with this antibiotic has increased, we 
have become more and more liberal in its use prophylac- 
tically. In fact, I usually insist that every patient of mine 
over 70 years of age receive it regularly as long as he is 
in the hospital. 

In critical situations we still use a third hour dosage 
schedule, but, for the vast majority of patients, procaine 
penicillin is injected every eight or twelve hours in a 
dosage of 300,000 units per injection. The work of Alte- 
meier has put the longer interval on a fairly solid 
basis.(12) Some of the oily preparations of penicillin 
need be given only once in 24 hours, but we have been 
hesitant to use them routinely because of the occasional 
late occurrence of sterile abscesses after the injection of 
other drugs in oily bases. 

Streptomycin was introduced by Dr. Selman Waks- 
man, who had been working on soil micro-organisms at 
Rutgers University in the Department of Agriculture for 
many years.(13) This drug has the great advantage of 
being effective against many strains of Gram negative 
bacteria as well as Gram positive organisms. It, there- 
fore, has a wider spectrum of effectiveness than penicillin. 

It will probably be remembered longest as the first 
antibiotic to achieve a place in the treatment of tuber- 
culosis. It is specific for tularemia. 

It has two great disadvantages. First, organisms build 


resistance against sublethal doses very rapidly. Secondly, 


while relatively non-toxic in therapeutic doses, it does 
have a specific toxic effect on nervous tissue, usually 
manifested first on the vestibular branch of the eighth 
nerve. Until the drug was employed in tuberculosis, its 
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danger for the eighth nerve was not recognized. How- 
ever, if it is used in doses of two to three grams per day, 
perhaps half or more of the patients will have vestibular 
symptoms within four weeks. More recent experience in- 
dicates that this may be cut down substantially if the 
dose is restricted to one gram per day. The symptoms of 
vertigo, inability to focus on an object when the patient 
is in motion, and positive Romberg usually subside over 
a period of weeks or months. Barany tests generally in- 
dicate that the damage is permanent and that the apparent 
recovery is one of adjustment. There has been much dis- 
cussion as to the site of injury. Experiments recently 
carried out by Winston, Lewey, Parenteau, Marden, and 
Cramer (14) upon cats seem definitely to indicate that 
the injury is central in the vestibular nuclei and that with 
large doses it spreads somewhat into surrounding parts 
of the brain. Injury was indicated by escape of toluidine 
biue from the circulation into the tissues. 

In surgery, one of the special uses of streptomycin has 
been in preparing the large bowel for surgery. In Texas, 
I expect most physicians have followed Dr. Edgar Roth 
in using sulfasuxidine and more recently sulfaphthalidine 
for this purpose. The final answer to this problem is not 
yet at hand—some surgeons are now recommending a 
combination of drugs for this purpose. The results ob- 
tained by Zintel and his associates(15) in our labora- 
tories using streptomycin orally are shown in Tables I, 
II, and III. Despite the fact that results are somewhat un- 


TABLE I 


Efiect of Streptomycin and Succinylsulfathiazole on the 
Wumber of B, Coli per Gram of Feces 


after 8 Days 
Agent Before After 8 Days in 854 of 
Patients 
Streptomycin | 74,836,060,900 418,000 262 
Succinyl- 23,700,900,000 | 150,000,000 98,857 
sulfathiazole| 
TABLE I 


Effect of streptomycin and Succinylsulfathiazole on tne 
Number of Streptococcs Fecalis per Gram of Feces 


after & Days 
Agent Before arter 8 Days in 85% of the 
Patients 
Streptomycin 900,500,000 77,200 ° 
Succinyl- 769,000,000 174,500,000 141,157,833 
sulfathiazole 
TABLE il 


Effect of Streptomycin and Succinylsulfathiazole on the 
Number of Clostridial Organisms per Gram of Feces 


after 8 Days 
Agent Before After 8 Days] in 8 of 
Patients 
Streptomycin 33 030,000 5395900 200 
Succinyl- 15,090,000 1,047,900 71,218 
sulfathiazole 
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certain in any single patient with any of these drugs, it 
is our belief that their use has been of genuine help in 
carrying out resection and end-to-end anastomosis in the 
colon. The value of systemic chemotherapy should not 
be neglected either. Figure 6 shows the drop in the opera- 
COLON SURGERY 


Operative Mortality by Years 
( Series of 489 cases ) 


Sulfonamides 
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Figure 6.—Annual mortality experience in a con- 
secutive series of patients undergoing operations on 
the colon at the Hospital of the University of Penn- 
sylvania. 1923 to 1945. 


tive mortality in colon surgery in 1938, when we began 
to use sulfanilamide in these cases. It was not, however, 
until we had at hand the means of reducing the bacterial 
flora of the alimentary tract that we felt free to abandon 
the obstructive resection and do end-to-end anastomoses 
in the colon. Many of these patients now enjoy an almost 
afebrile convalescence. 

‘The recent introduction of dihydro-streptomycin 
promises to give all of the beneficial results of systemi- 
cally administered streptomycin with a lower toxicity. 
Whenever we have to carry out a surgical procedure for 
tuberculosis, it is our custom to start one of these drugs 
a few days before operation and continue it until two or 
three weeks or more afterwards. 

Some strains of B. pyocyaneus and B. proteus are 
sensitive to streptomycin, and the drug has been useful 
in urinary tract infections due to them. 

The next antibiotic which became available to us for 
systemic use was bacitracin, a product of a particular 
strain of Bacillus subtilis isolated by Meleney of New 
York. (46) This drug is more likely to give fever than 
streptomycin, but we used it fairly frequently until de- 
tailed study of the renal function by Dr. Alexander 
Michie revealed that it was seriously nephrotoxic. (17) 

Polymyxin (or aerosporin as it is called in England) 
has not been studied thoroughly in our laboratories, but 
our preliminary experience with it was disquieting, and 
we now regard it as too toxic to compete with several 
cther antibiotics—at least, in its present form. 

There are, however, two new antibiotics just becom- 
ing available that hold real promise in special fields. 
The first of these is chloromycetin, developed by Parke, 
Davis and Co. Chloromycetin was first obtained from 
Streptomyces venezuelae. It has since been crystallized, 
its chemical constitution determined, and it has now been 
synthesized so that it bridges the gap between an anti- 
biotic and a drug. It has been given to a number of pa- 
tients with typhoid fever with dramatic results.(18) In 
one of these cases recently treated in Philadelphia the 
temperature dropped to normal in 48 hours, and, to all 
intents and purposes, the disease was over. The drug is 
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given orally in doses of two to six grams per day. It is 
recommended that in typhoid fever it should be continued 
five days after the fever has passed. It has also been 
effective in preliminary trials against five Rickettsial dis- 
eases. In twenty-two cases of epidemic typhus (R. pro- 
wazeki) treated in Bolivia, temperature and pulse returned 
to normal in 54 hours or less in all cases.(19) The high- 
est dose was 3.5 grams oraily. In a case of endemic or 
murine typhus (R. mooseri), it was also successful. (29) 
In scrub typhus (R. tsutsugamushi or R. orientalis), 
twenty-five cases were successfully treated with a dosage 
of 50 mg. per Kg. at first and then 0.2 to 0.3 grams every 
two to four hours.(21) The last seven patients in this 
series were given six grams in the first 24 hours of treat- 
ment and no more. In Rocky Mountain spotted fever (R. 
rickettsi), Pincoffs et al(22) treated fifteen cases with a 
dosage schedule of 75 mg. per Kg. in two or three hours, 
followed by 0.5 grams every three hours in adults—(one 
half this amount under the age of 16). The temperature 
returned to normal within 76 hours in all cases. 
Aureomycin is a product of the mold, Actinomycetes 
aureofaciens, which has been developed by Lederle Labo- 
ratories. It is given orally in a dose of one to four grams 
per day and acts systemically. It is excreted in the urine 
in good concentration. It has a wide spectrum of effec- 
tiveness, though it is not as potent an agent against some 
of the standard pyogens as is penicillin. It is not infre- 
quently effective against strains that are resistant to peni- 
cillin and streptomycin. The response in a 40 year old 
physician who had an intraperitoneal infection with a 


corynebacterium which was resistant to other agents is 
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Figure 7.—Daily high and low temperatures in 
a patient with chronic intraperitoneal infection due 
to corynebacteria, showing the changes which oc- 
curred with the administration of aureomycin. 


shown in Figure 7. There was no doubt in my mind that 
the use of the drug was the turning point in this patient's 
six months. illness. 

Aureomycin was used in three cases of typhoid fever 
by. Dr Perrin Long and his associates(23) with good 
bacteriological and fair clinical results. It seems, on the 
basis of preliminary reports, that it will be likely to be 
displaced in this field by chloromycetin. Aureomycin has 
great potency against several of the Rickettsia, including 
bush typhus, Rocky Mountain spotted fever, and en- 
demic typhus. It has also given promising results against 
lymphopathia venereum and granuloma inguinale. A 
longer period will be required to evaluate its effective- 
ness in patients with rectal stricture due to the former 
disease. In the latter disease, Wright and his collabora- 
tors (24) have used aureomycin in three cases with ex- 
cellent results. These authors reported that a penile ulcer 
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due to granuloma inguinale healed promptly after the 
drug was started. 

It is too soon to say what the range of usefulness of 
this new drug may be in surgical patients, but, certainly, 
it can be called on for treatment of penicillin and strep- 
tomycin resistant strains of common pyogens, and it ap- 
pears that it will have a special field of usefulness in 
Rickettsial diseases. 

SUMMARY 

Penicillin remains today the most valuable antibiotic 
for surgical patients. It has radically revised the prognosis 
in staphylococcus septicemia and in many infections of 
the meninges, the mediastinum, and the pericardium. It 
has had a remarkably beneficial influence in peritonitis. 


In addition, it has been of great value in many minor 
infections, such as furuncles and carbuncles. It has im- 
proved the prognosis in hand infections and osteomyelitis. 
Its prophylactic use in long resections for suppurative 
lesions has been shown to reduce the incidence of em- 
pyema. Its value in the prevention of postoperative com- 
plications should be re-emphasized, and its prophylactic 
use permits great advances in geriatric surgery. 


Streptomycin has been shown to have additional fields 
of usefulness in surgery. Dihydro-streptomycin, chloro- 
mycetin, and aureomycin now seem established as valu- 
able antibiotics, and preliminary data on their effective- 
ness have been reviewed. 
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TREATMENT OF FACIAL LACERATIONS 
AND 


DIAGNOSIS OF UNDERLYING PATHOLOGY 


By W. W. Scuuesster, M. D., anp Dan N. Sterranorr, M. D., D. M. B. 


Ex Paso, Texas 


INTRODUCTION 

The face and head—being the most commonly ex- 
posed part of the body—are subjected to frequent trauma 
from a multitude of causes. The resulting injuries vary 
from minor contusions, abrasions, mild or severe burns, 
to lacerations and avulsions of varying extents, with or 
without injuries of the underlying bony structures. 

The introduction of high speed revolving machinery 
in industry, high speed motor vehicles, such as motor- 
cycles, automobiles and airplanes, and the increased in- 
terest in the various sports, have increased the incidence 
and severity of bodily injuries, the face and the head 
having their respective increases. Home accidents also 
contribute a large number of maxillofacial injuries. 

PURPOSE OF THIS ARTICLE 

The purpose of this article is to emphasize the im- 
portance of early diagnosis of the accompanying unsus- 
pected underlying injuries of the face and head and also 
to emphasize the importance of proper early treatment 
of the visible as well as the often hidden injuries, the neg- 
lect of which invariably results in a permanent deformity 
and disability. _ 

Since the face is one of the most outstanding and 
prominent characteristic anatomical features in identify- 
ing the individual from millions of similar individuals, 
it becomes of paramount importance to the patient, who 
desires to maintain his identity, that every attempt be 
made to restore the traumatically altered face to its origi- 
nal recognizable physiognomy, or to effect a normal cos- 
metic as well as functional restoration. 


DEFINITION OF TERMS 

In this discussion, the term “face” will designate the 
anterior part of the head, namely, the forehead, the eye- 
brows, eye-lids, nose, mouth, cheeks, chin and the ears. 
The term “maxillofacial” will include in addition to deep 
and superficial soft tissue of the face, the underlying body 
architecture, namely, the parts of the frontal bones com- 
prising the orbit, the maxillary bones, the maxillojugal 
components, the zygoma, the nasal bones, the nasal carti- 
lages and the septum, and the mandibles. 
CLASSIFICATION OF MAXILLOFACIAL INJURIES 

For the purpose of simplicity of discussion, the maxil- 
_ lofacial injuries are divided into two groups, namely, the 
traumatic and the regional. This classification will suggest 
the course and the methods of arriving at the diagnosis 
of the possible pathological conditions that so often do 
not yield to simple diagnosis by a mere observation and 
palpation on the part of the examiner, nor to the simple 
diagnosis based on subjective symptoms. This classifica- 
tion will also suggest the therapeutic course. It is not, 
however, the intention of the authors to include in this 
discussion every possible maxillofacial injury. 

A. Traumatic Classifications: 

1. Impacts: 
a. with lacerations 


b. without lacerations 
c. abrasions 
d. contusions with or without hematoma 
e. fractures, simple, compound, etc. 
2. Lacerations by: 
a. sharp implements 
b. dull objects 
c. dog bites 
d. human bites 
3. Avulsed wounds by: 
a. impact 
b. sharp implements 
4. Deformity following surgical excision for neo- 
plasms. 
5. Infections: 
a. exogenic 
b. dental origin 
c. following trauma 
6. Burns: 
a. thermal (hot water, oils, flames, hot metals, 
etc.) 

B. Regional Classification: 

The regional classification of maxillofacial injuries is 
introduced here for the main purpose of making the 
examiner cognizant of a potential pathology of the un- 
derlying tissues, its symptoms and pathognomic signs 
beyond the grossly involved and visible topographical 
injury. 

The point of contact of the traumatic agent to the 
face immediately will rule out some involvement of the 
distant body structures, or will suggest a probablye in- 
volvement of the underlying tissues, whether soft tissue— 
such as severed nerves, lacerated glands and their ducts, 
or fractures with or without displaced fragments of the 
underlying bony structures. This classification is based 
on the location of the injury. 

1. Point of injury below the level of the mouth: 

The point of traumatic contact below the level of the 
mouth and along the mandible definitely calls for ruling 
out any fracture of the mandible, or any injuries to the 
dental mechanisms, either on the lower or upper arch. 
The examination should include a thorough intra-oral 
inspection and palpation and a close examination of any 
laceration of the tongue, searching for parts of fractured 
crowns of normal or artificial dentures within the lacera- 
tion. A fractured and posteriorly displaced symphysis 
mandibulae may cause a respiratory obstruction because 
the patient is unable to protrude his tongue voluntarily 
away from the pharynx. This is usually due to the pos- 
teriorly displaced origin of the genioglossus muscle, the 
latter being on the mental spine of the mandible on the 
posterior surface of the posteriorly displaced symphysis. 

The mandibular arch, being a part of a circle, behaves 
somewhat differently from the long bones, when sub- 
jected to a blow, in that it invariably fractures in more 
than one location along the circle. One of the fractures 
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is at the site of the impact, while the second fracture is 
along any part of the circle. Thirty-one per cent of the 
mandibular fractures are double fractures. For this rea- 
son, the discovery of a single fracture line on the mandible 
should force the examiner to look for a second fracture 
line in the same side or on the opposite side, depending 
or. the direction and force of the impact. Seventy-seven 
and four-tenths per cent of the double fractures occur 
along the mental foramen and the opposite angle of the 
mandible. 

Ivy gives the following causes for peace time (1938) 
fractures of the mandible: Bare fist—49 per cent; falls— 
14 per cent; automobile (constantly on the increase)— 
8 per cent; extraction of teeth—5 per cent; football—3 
per cent; and miscellaneous—21 per cent. 


2. Point of injury above level of the mouth and be- 
low the eye-brows: 

Because of the topographically larger area, it is self- 
evident that injury above the level of the mouth and 
below the level of the eye-brows involves proportionately 
a large number of anatomical structures. Here, the ex- 
aminer should rule out a fracture fo the nose. Failure 
to reduce it in time will result in an additional loss of 
time for the patient later on. Moreover, the final result 
may not be as perfect as if originally reduced, because 
of the callus malunion, and also because the postponed 
correction calls for a great deal of operative skill, effort 
and time. 

Recognition of the fractured maxilla and premaxilla 
shortly following the injury when followed by imme- 
diate proper treatment, will invariably effect a good cos- 
metic and functional restoration. 

A depressed orbital fracture, because of a fracture 
of maxilla, or malar bones, when neglected beyond the 
regenerative period of the bone, will not only fail to yield 
to near normal reduction, but will incapacitate the pa- 
tient permanently, unless other reconstructive procedures 
are undertaken in order to elevate the eye-ball and eradi- 
cate diplopia. 

A blow on the cheek, anteriorly, anterio-laterally or 
laterally, will fracture the malar bone and the zygomatic 
arch, which fracture may be missed by the routine x-ray 
films. It is among the commonest of the fractures that 
pass undiagnosed within the first few months following 
injury. 

A fracture of the mandible, even with the slightest 
displacement, will result in some malocclusion, which 
may not be evident even to the patient during the first 
few days following injury. When such a fracture is un- 
diagnosed and not treated, it may result in: non-union. 

Fractures of the coronoid process or of the neck of 
the condyle, which are difficult to visualize by routine 
x-ray studies, should always be suspected when the pa- 
tient has some subjective symptoms in the involved area 
or when no other reason is discovered for the present 
malocclusion, or trismus. When the fracture is complete, 
the attachment of the temporal muscle on the coronoid 
process rotates the fragment superiorly in the line of 
pull. The attachment of the external pterygoid muscle 
on the condyle pulls the fractured condyle downward 
and medially, the degree and the direction of displace- 
ment depending on the level of the fracture. 


Fractures of the cusps or entire crowns are rather 
common findings with or without fractures of the mandi- 
ble, maxilla or premaxilla. 
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The presence of injury to the*soft tissue of the face 
always should suggest the necessity of determining exist- 
ing motor or sensory loss and the fact of its presence or 
absence should be recorded in the operative findings. The 
parotid gland including its duct may also be lacerated. 
the neglect of which may result in a salivary fistula, the 
correction of which, very frequently, is a difficult prob- 
lem. The severed nerves should be repaired if the wound 
is not too old and infected. 

The external auricle, because of its rich blood supply, 
withstands extensive trauma. Subperichondreal hematoma 
should be drained to prevent the development of cauli- 
flower ears. Lacerations of the auricle, no matter how 
severe they may appear, or even though completely 
avulsed or practically amputated, usually respond well 
to gentle debridement of skin margins and cartilage, 
careful suturing and a firm and evenly distributed pres- 
sure dressing. Every little part of the auricle saved will 
eventually shorten the reconstructive efforts on the part 
of the Plastic Surgeon. 

Vertical lacerations of the eye-lids as a rule tend to 
contract and produce ectropion, because the lid margin 
lacks a vertical support except by the action of the weak 
orbicularis oculi muscle. For that reason, a careful de- 
bridement is of the utmost importance to reduce the 
ragged edges of the laceration and to promote rapid heal- 
ing with the least amount of scar formation. 

3. Point of injury at the level of and above the eye- 
brow: 

When the force of the impact is so great as to cause 
a severe laceration of the forehead or the scalp, there is 
invariably a visible or palpable fracture on the exposed 
external table of the cranial cage, which may or may not 
be accompanied by any immediate objective or subjec- 
tive neurological findings. Here, the possible delayed in- 
tra-cranial complications cannot be suppressed by merely 
closing the soft tissue wound. The case should be fol- 
lowed by a complete radiological study and a close 
observation. 

One or both frontal sinuses may have been invaded 
by severe laceration and by fracture of the anterior wall 
of the frontal sinus. 

The superior orbital arch may be depressed partially, 
or along its entire length, or in combination with some of 
the intra-orbital bony lining, resulting in the various 
forms of strabismus, depending on the muscles involved. 
Occular injuries often result from these fractures. 


TREATMENT OF FACIAL SOFT TISSUE INJURIES 

Here, as in injuries elsewhere on the body, treatment 
will be dictated by the causative agent and the extent 
and the age of the wound. A wound inflicted indoors 
with a sharp cutting implement calls for some modifica- 
tion in treatment as compared to the treatment of a wound 
inflicted outdoors and by a dirty implement. The latter 
calls for a therapeutic dose of tetanus antitoxin, while 
the former may be considered as a potentially clean 
wound. 

Because of the extremely rich vascular blood supply 
of the entire face, the closure of facial wounds differs 
from closure of wounds anywhere else on the body, in 
that the former may be closed over a longer post-trau- 
matic period, extending even up to 48 hours, depending 
on the appearance of the wound and the judgment of 
the operator. Debridement here plays a more important 
role because of the limited amount of tissue and because 
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of the constant exposure of the face to daily observation. 
A poor closure of the wound, resulting in a disfiguring 
scar, because of improper debridement, may have a de- 
moralizing effect on the patient and also will stand out 
as a constant discredit to the operator, to haunt him and 
his reputation. 

Lacerations about the eye-brows, the eye-lids and 
the lips should merit special mention because of the too 
frequently encountered poor postoperative results, 
namely, improper alignment of the continuity either of 
the hair line, mucous membrance or vermilion border. 
The eye-brows should never be shaved either as a pre- 
operative procedure in an elective surgery around the 
eye, or in an emergency repair of the eye-brow itself. 


Shaving of the eye-brow invariably results not only in a. 


displacement of lacerated tissues, but also in a cosmetic 
objection, since the growth of the eye-brow is a slow 
process. In repair of these structures, a correct align- 
ment is of prime import. 

In lacerations about the face, every effort should be 
made to locate and remove all foreign bodies. 

Following a gentle debridement for the removal of 
the ragged and devitalized skin margins, using tissue 
hooks and a sharp scalpel instead of mouse-toothed tissue 
forceps and scissors, hemostasis should be controlled, 
and then only the severed underlying vital structure 
should be repaired before undertaking the closure of the 
wound. The closure should be accomplished in layers, 
using either 4-0 plain catgut, or white cotton No. 80 or 
120, in order to prevent dead space and accumulation of 
tissue fluids, which are prone to become infected, espe- 
cially in a wound contaminated because of its age. If 
the wound is not infected, when the tissue fluids are well 
organized, they produce deep seated scars, which when 
they contract later on, distort the perfectly sutured mar- 
gins and perfectly healed suture line. The type of suture 
material has little effect on the final outcome of the healed 
skin margins. It is the caliber of the needle and the suture 
material, and the manner in which they are used that 
determine the cosmetic appearance of the scar. 


The least visible suture line is produced by the use 
of the least traumatizingn needles, small caliber sutures 
(black silk, stainless steel, or horse hair), tissue hooks, 
and by undermining the skin margins in order to relieve 
tension on the skin sutures. Vertical mattress sutures offer 
a better retention than simple interrupted sutures, and at 
the same time, they evert the skin margins. Properly em- 
ployed subcutaneous closure relieves all the tension on 
the skin sutures and offers their earlier removal. The 
suture should approximate the skin margins without 
strangulating the tissue within its loop. 

More extensive wounds may require shifting or rotat- 
ing flaps for their closure, while still larger wounds, with 

“loss of soft tissue substance, may require immediate skin 
grafting. 

Wounds resulting from human and dog bites should 
have a thorough debridement. The use of chemotherapy 
and biologics should be entertained in the treatment of 
every wound of the face. 


DO NOT OVERLOOK MAXILLOFACIAL 
FRACTURES 
While it is not within the scope of this paper to elabo- 
rate upon the detailed management of maxillofacial frac- 
tures, the authors wish to stress the importance of the 
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possibility of an existing fracture in the presence of a 
wound, which recognition is of great significance pre- 
operatively. The wound may offer the best avenue for 
the three dimensional visualization of the fracture, as 
well as the only logical approach for its reduction. To 
attempt its diagnosis and treatment following the closure 
of the wound, a practice commonly encountered, results 
in delayed diagnosis and reduction—often over a period 
of weeks or months. 

A clinically demonstrated or diagnosed maxillofacial 
fracture should be confirmed by x-ray films preopera- 
tively, not only as a means of arriving at a better thera- 
peutic plan, but also as medico-legal evidence of the ex- 
tent of the injury, regardless of the reason for the legal 
complication. A post-operative x-ray film of a properly 
reduced fracture is always a satisfaction, not only to the 
patient, but also to the operator. Also, it is a definite 
tangible protection to the operator, whether in or out .of 
court. In ordering x-ray films, be specific as to the view 
desired, as indicated by the suspected pathology. Unless 
the suspected or involved bone is clearly individualized 
on the film by the various roentgenologic positional tech- 
niques, one should place little confidence in the negative 
roentgenologic reports. 


In order to appreciate the symptoms and signs of 
maxillofacial fractures and their appropriate application 
in the diagnosis of the bone involved, the various forms 
of fractures are here mentioned: greenstick, simple or 
closed, compound or open, comminuted, impacted and 
depressed, and possible rotation of small fragments. It is 
self-evident that not all the fractures will demonstrate 
the entire series of symptoms and findings given below; 
however, the fracture will demonstrate some combination 
of these signs and symptoms: 

1. Pain—aggravated by movement or palpation. 

2. Tenderness on pressure over the fracture or 
pressure along the bone involved. 

3. Disability—loss of function—if function could 
normally be demonstrated. 

4. Numbness—damage to sensory nerve. 

5. Salivation—stimulation of salivary glands. 

6. Discoloration — extravascular blood visible 
through skin and mucosa. 

7. Deformity—due to distortion of normal topo- 
graphical anatomy. 

8. Mobility of stationary bone or abnormal mo- 
bility of articulated bone is a pathognomic sign of 
fracture. 

9. Crepitus—also a pathognomic sign, but avoid 
demonstrating it for the purpose of diagnosis (in- 
variably it is painful and traumatizing). 

10. Palpable line of fracture, except in greenstick 
fracture, rule out existing old fracture by history. 


SUMMARY 

1. A new classification of maxillofacial injuries is 
discussed. 

2. The treatment of soft tissue laceration of the face 
is outlined. 

3. The importance of suspecting and diagnosing 
maxillofacial fractures is stressed, giving the symptoms 
and signs of fractures in general. The necessity of con- 
firming or ruling out any fractures by roentgenologic study 
prior to repairing a facial wound is also stressed. A nega- 
tive roentgenologic report should not be relied upon as 
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conclusive evidence of non-existing fractures, unless each 
suspected bone is individually visualized by the various 
roentgenelogic positional techniques. 
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To Physicians 
Of El Paso and Vicinity: 


We are now in the midst of our campaign to complete 
Providence Memorial Hospital’s $1,100,000 Building Fund 
Campaign . . . and as this is being done, a group of our citizens 
are also hard at work completing plans that will be the basis of 
a contract for the hospital building. Heavy machines nd equip- ; 
ment are preparing the site, and, before we know it, the NEW ; 
HOSPITAL will be a reality. 

As the board of directors of Providence Memorial Hospital, 
we would like to extend our thanks to those of you who have 
taken important campaign assignments . . . and to the rest of 


nnn 


you, thanks for the support of your Medical Society and your 
contributions. 

This present campaign has made it possible for us to com- 
plete a fund that began with donations of $900,000 from the 
public and a grant of $500,000, already made, from the govern- 
ment. 

This project was conceived by three clergyman, who gained 
the quick support of business men, when it was learned that 
the Masonic Hospital had closed, and that Providence Hospital 
was planning to do so. . . a loss of 100 hospital beds to a com- 
munity already far short of these facilities. The result, only a 
few months distant, will be El Paso’s first community owned 
hospital. 

THE PROVIDENCE MEMORIAL HOSPITAL 
BOARD OF DIRECTORS 
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2-3459 


503 BANNER BLDG. EL PASO, TEXAS 


ROSS W. RISSLER, M. D. 


(CERTIFIED BY THE AMERICAN BOARD OF INTERNAL MEDICINE) 


INTERNAL MEDICINE—CARDIOLOGY 


WALTER W. WOLLMANN, M. D., F. A. C S. 


(CERTIFIED BY THE AMERICAN BOARD OF SURGERY) 
GENERAL SURGERY 


WILLIAM I. COLDWELL, M. D. 
INTERNAL MEDICINE 
EL PASO, TEXAS 


2001 GRANT AVE. 3-1601 


LESLIE M. SMITH, M.D. H. D. GARRETT, M.D. 
DRS. SMITH AND GARRETT 
DISEASES OF THE SKIN 


931 FIRST NATIONAL BLDG. 3-6172 EL PASO, TEXAS 


M. P. SPEARMAN, M. D., F. A. C. S. 


DIPLOMATE AMERICAN BOARD OF OTOLARYNGOLOGY 
EYE - EAR - NCSE - THROAT 


FIRST NATIONAL BLDG. 2-601! EL PASO, TEXAS 


W. E.\VANDEVERE, M. D., F. A.C. S. 


OPHTHALMOLOGY AND 
DIPLOMATE AMERICAN BOARDS OF < 
OTOLARYNGCLOGY 


PRACTICE LIMITED TO 
OPHTHALMOLOGY 


1001 FIPST NATIONAL BLOG. EL PASO, TEXAS 


L. E. Witcox, M. D. Russet L. Deter, M. D. 


DRS. WILCOX AND DETER 
GENERAL AND THORACIC SURGERY 


by filling out an application card. 


HARDING 


Ambulance 


older books 


The period of loan is two weeks; 
renewed. New books 


be once 


1200 FIRST NATIONAL 3LDG. 2-6529 EL PASO, TEXAS 
WILLARD W. M.D., F.A.C.S. 
DIPLOMATE AMERICAN BOA or Uroocy) 
PLASTIC AND MAXILI 
§ 1415 FIRST NATIONAL BLDG. 
Sou thwest. Med ° | EL PASO, TEXAS 
S. A. SCHU 
NEWTON F. | lowa State Medical Library TING 
: F. P. SCHU HISTORICAL BUILDING bl Mailing 
EYE, EAR, NOSE AND 1 , DES MOINES, IOWA 
h obtain pi 
; FIRST NATIONAL BLOG. on of the lows State Medical > | El Paso, Texas 
increase its usefulness by ing your books 
_ promptly. We are pleased to be of service to you. | 
Borrower. Adults are entitled to draw books 


~ 

| 

| 


Forfeiture of Privilege. Loss of books or DNS 


320 Montana mutilation 


ucilating i requests 
without results, three requests = return of material 


for same, defacing or 
for postage 


+ EL PASO, TEXAS 


SERVICE 


‘AS 
AS 
‘ 
AS 
Ss. 
Number of Volumes. Two new books, ortwo 
P| new consecutive Journals conant be taken by one 
person. Students may borrow 3 volumes at a time, 
which are not 
and $ are 
10ans. 
Transients and those at hotels may borrow 
Renee" books by depositing the cost of the book, or $5.00, | 
which is returned when the book is returned. 
| @ 047 | 


Southwestern 
General 
Hospital 


Approved: American College of Surgeons 
Blue Cross Member Hospital 
American Hospital Association 


Open Staff 


Cotton and Erie El Paso, Texas 
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